Sixty men were interviewed. They did not differ significantly from the overall sample (n = 168) on any baseline characteristics (online Table DS1 ), specifically referring location, index offence and clinical characteristics. 1 Men in the prison units retained the status of 'prisoner', whereas those in hospital had the same rights as other people detained under the Mental Health Act in a secure facility.
Perception of the use of time
The majority of participants talked of waiting for time to pass or for something to occupy them (online supplement 1). Although the individual timetables of participants in the study showed that those in prison spent a greater proportion of time in lock-up, 2 hospital participants disproportionately talked of 'waiting' as a major factor, and had far greater expectations that their time would be spent in therapies or structured activities. The impact of time spent waiting to be occupied was essentially a negative one. The main associated emotional states described were boredom, frustration and an exacerbation of negative mood states (particularly feelings of depression and anxiety). Several participants specifically mentioned the link between 'waiting' and their feelings of becoming 'wound up', making threats of violence (to themselves or others) or being verbally aggressive.
The descriptions of acting out and other emotional responses to believing that so much time was wasted were not, however, associated with particular participant characteristics such as the number or type of personality disorders, or the participant's IQ score. Rather, it appeared to be related to the degree of waiting that an individual perceived relative to his desire to be occupied, or his sense of entitlement to engage in therapy. Although overall the hospital units were described as providing the widest range of activities in well-equipped, purpose-built facilities, the participants in these units were much more likely than those in the prison system to complain that they spent excessive time waiting to attend such activities.
Patient or prisoner status
More participants in hospital (44%) than in prison units (7%) talked of how they considered aspects of procedural security as curtailing their autonomy and restricting access to activities. The initial procedures following admission were perceived as punitive by some of those within the hospital system relative to equivalent prison procedures. They saw the loss of privileges and curtailment of activities arising from procedural security as difficult to understand or justify. These included not being allowed their own razor, a two-person escort, no personal items allowed in their room, being secluded for swearing, and being Patients' experience of dangerous and severe personality disorder services: qualitative interview study Julia Sinclair, Lucy Willmott, Ray Fitzpatrick, Tom Burns, Jenny Yiend and the IDEA Group
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subjected to rub-downs, being stripped and showered. Thirteen participants (12 in the hospital system) described these procedures as engendering feelings of annoyance and frustration through to resentment, hate and alienation. There were associations between how the participant had come to the unit and his emotional response to it, particularly in relation to unmet expectations. Participants who perceived themselves as having little choice or warning of coming to the programme (whether they did or not) formed the largest group in the sample and were unequally divided between the hospital and prison systems, potentially reflecting the different legal mechanisms for detention, but also their perception of the purpose in being transferred.
One hospital participant talked of being made to feel 'back straight into the frame of mind of being a prisoner'. None of the prison sample considered the regime in these terms, indeed several described it in terms of being 'safe', 'friendly' and 'relaxing' . Participants within the prison system, although critical of aspects of the regime, seemed more willing to accept that as a prisoner there was a reason why they were incarcerated, other than simply as a waiting area for therapy. All the participants met the criteria for DSPD (severe personality disorder, directly linked to a high risk of further serious offending), yet those managed within the hospital system were more focused on their entitlement to treatment than their role as offender.
Discussion
There appeared to be a substantial and unanticipated difference between the participants in the prison and hospital groups in how they perceived their identity on the units, not accounted for by individual differences. Results from the wider study showed that transfer into the DSPD Programme resulted in considerable uncertainty about progressing through the system in both prison and hospital units, 2,3 but from the participants' perspective there was something specific to the hospital units that made this less acceptable. Overall, the narrative of participants in hospital reflected an adoption of the sick role, with an entitlement to treatment. Participants in the prison units, in general, appeared much less demanding of the system. They saw themselves with fewer entitlements or less ability to affect their ultimate outcome. This requires further exploration in future studies of DSPD populations and those managed in other personality disorder services.
This study indicates the importance of using qualitative methods when evaluating novel treatments and policies, 9 highlighting possible unintended consequences that would not be accessible to study by quantitative observational or randomised trials alone. The use of several methods of inquiry allows for triangulation of the results, which strengthens the qualitative findings. 2 Strengths of this study include the use of a large, broadly representative sample such that the findings are unlikely to be due to sampling bias of a particularly difficult group (e.g. those transferred to hospital at the end of their sentence). Limitations include the inherent differences in terms of legal status between the prison and hospital groups, and identifying differences between the two groups may be a proxy for this.
How participants describe their experiences suggests that the setting in which they are treated has a profound effect on their attitude, a potentially significant implication for their management. 
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Online supplement 1 Summary analysis of main participant concerns and impact on engagement with the programme
Waiting for something to happen
The majority of participants talked of spending time waiting for time to pass or waiting for something to occupy them. The daily routine across the four sites differed including whether time was spent on their own or in communal areas, but the sense of time spent waiting for something to happen, and the negative impact that had, was pervasive across the interviews. "So the only two places where you get any freedom is the gym and the education, they're the only two really therapeutic type of things because you go to the gym and you can work off any frustrations you've got, you go to education and you can just be left alone and get on with your own thing." -Frankland
Procedural and Relational Security
From the participants perspective a key determinant of how positively or fully their days were spent was the number and experience of staff on duty, and the impact this had on procedural security. It was clear from the interviews that many participants were well aware of the unit policies about staffing levels, and considered there to be insufficient staff to deliver them, owing to staff training needs, or other duties or illness that staff needed to cover. Increases in numbers admitted to the units, as they reached capacity, and the consequent relative staff shortages, meant that participants could see but not always use facilities.
"So much stuff gets cancelled 'oh no sorry we can't do this we haven't got staff'. More participants in hospital (44%) compared than in prison units (7%), talked of how they considered aspects of procedural security as curtailing their autonomy and restricting access to activities. Some felt that they had additional restrictions within the secure perimeter of the ward, whereas those in the prison units were allowed greater freedom within the spur they were on.
Several patients talked about the how they perceived that security policies dominated therapeutic aims. The initial procedures following admission were perceived as punitive by some of those who had been transferred in from the prison system. They saw the loss of privileges and curtailment of activities arising from procedural security as difficult to understand or justify. These included not being allowed their own razor, a two-person escort, no personal items allowed in their room, being secluded for swearing, and being subjected to rub downs, being stripped and showered. Thirteen participants (twelve in the hospital system) described these procedures as engendering feelings of annoyance and frustration through to resentment, hate, and alienation. "They've told me that it's done for security reasons, whilst I can appreciate that, I don't think that stripping a man bare of everything literally for two weeks and not really explaining why this is being done sets you off on a good footing.. There's a lot of anger, a lot of resentment …, the majority have asked to come here, some haven't but the majority at the moment have asked, so we'd actually get treated better if we were in a prison segregation unit than we would here for the initial two weeks" -Rampton Interestingly the participant above talks of being made to feel 'back straight into the frame of mind of being a prisoner'. None of the prison sample considered the regime in these terms, indeed several described it in terms of being 'safe', 'friendly' and 'relaxing'. Participants within the prison system, although critical of aspects of the regime, seemed more willing to accept that as a prisoner there was a reason why they were incarcerated, other than simply as a waiting area for therapy, but that the conflicting demands of security and therapy were difficult to balance. This participant articulates that tension within the system well.
"I think the purpose is good, I think the program is excellent. I just wish they would marry it up a bit more…, we know it's a prison, we don't have to keep on about it… they do the creativity but, it's, it's destroyed by the regime that they want. They can't have it both ways.
They should be more encouraging to people. There should be more participation. They should be more relaxed so that people are able to come out and discuss things and, you know, if you're off work they lock you up. Well that's no good." -Whitemoor
Pathways into the DSPD programme
The sample of patients interviewed appeared to fall into three broad groups in terms of their pathways into a DSPD unit. This had a significant impact on their perception of many other aspects of the DSPD units and programme, although did not appear to be associated with specific personal attributes, other than some associations with offence type. The groups were as follows:
1.
Those who were brought to the units without either choice or warning.
2.
Those who believed, or were persuaded, that the DSPD programme would offer the best chance of reaching their goals (primarily as the quickest or only route to release).
3.
Those who actively chose or volunteered for the programme.
These groups were not mutually exclusive and over the course of the interview some patients would alter their characterisation of coming to the DSPD programme depending on what they were discussing. For example one patient in Broadmoor acknowledged that he had nowhere else to go in the system (Group 1), but later also talked of his need to do therapy to help understand his situation better (Group 2). Those who appeared to have in some way been persuaded that the DSPD programme was the best option, were equally divided between the prison (N=10) and hospital (N=10) systems. They either acknowledged that they saw the DSPD programme as their only or quickest route to release, or suggested that they had been persuaded that it would be the best place for them to address their needs. 
Whitemoor
Those who talked of choosing or volunteering for the DSPD programme were again equally spread between the two systems. The primary reason given was the wish to understand and deal with their personality disorder more constructively, and that there were limited opportunities to do so elsewhere in the system.
"My understanding of it first of all was that, I was told, that it was going to be all day, all day therapy. That happened on assessment, you know what I mean, but it doesn't happen on intervention" -Whitemoor
For some, transfer to the DSPD programme was talked about as being no more than a change of scene.
"They gave information, but to be fair that didn't help me at all. And I didn't know what I was coming to, or as far as I was concerned I was just coming to another jail" -Frankland
Those who had been in custody for longest were more likely to volunteer or choose the DSPD programme, relative to those in the programme earlier on in their sentences Those whose index offence was sexual were more likely to be in the groups 1 or 2 (i.e. coerced or persuaded into the DSPD programme), whereas those who had committed homicide or other violent offences where more likely to have chosen to enter the programme. There were no clear associations between which groups patients were in and their PCLR score, number of previous psychiatric admissions or type of sentence.
There were, however, significant links between the impact of how a participant had come to the unit and their emotional response to it, particularly in relation to unmet expectations. These were more frequently expressed by the hospital patients, who talked of feelings of injustice and anger as well as feeling apprehensive and frightened. No positive emotions were recorded in relation to arrival on the unit. 1. An expectation of a pathway out of the unit, with clear criteria for how to achieve this.
2.
Feeling that there was a pathway out but with the exit route less fixed.
3. Little or no expectation of a pathway out of the DSPD unit.
How participants viewed their trajectory through the system appeared to be a key factor in how they related to other aspects of the programme.
For those who had opted to come to the units as a route to being released, the delays in progressing through the system were particularly frustrating and alienating. In the hospital system patients perceived that there was an additional wait for security assessments to be completed prior to being allowed to engage in therapy.
Over half of the patients interviewed at Rampton reported restrictions due to security incidents or other specific aspects of the regime, although there is no specific data available to qualify whether the number of actual incidents there differed from the other units.
Moving through the system
The majority of those in the hospital system (72%) described themselves as either having a transfer or release plan in place, or expressing the view that they would be transferred to a place of lower security in the foreseeable future. Despite the much greater perceived opportunity for positive progression within the hospital system participants from both systems raised equal levels of concern about the inconsistency and speed of progression. Perhaps, more surprisingly the expression of negative emotion in relation to pathways out was expressed by 40% of patients, compared with only 10% of prisoners. Prisoners in general appeared to be more accepting of the possibility of an extended period of detention. Only two prisoners talked of having some understanding of clear pathways through the unit, the remainder either choosing not to discuss the subject or actively questioning whether there was any real possibility of release.
"They stopped the step-downs… I got quite uptight about that because it was a promise when I came here that there will be step-downs to go through the system. And that got stopped ….
It's still a worry to me about what's going to happen in the future, you know, … I've done… and I'm not proud of this next fact, I've done about twenty six years in prison" -Whitemoor
There were no clear associations between which of the 'pathways out' group participants perceived themselves to be in and their PCL-R score, number of previous psychiatric admissions or type of sentence.
